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Preparation, submission and/or
execution of this Plan of

Correction does not constitute

admission or agreement by the
Provider of the truth of the facts •

alleged or conclusions set forth in
statement

deficiencies. The Plan of

Correction is prepared, submitted
and/or executed solely because it
is required by the provision of
feder^ and state law.

I

this of

FOOD INITIAL COMMENTS FOODI

i

I

Department of Public Health during the
inve^lgation of a complaint investigation.

Complaint number CA00889246.

Representing the Department of Public Health:
Health Fadiltiee Evaluator Nuree: #42430.

! The Inspecrion was limited to the specific

I

Three defidenciee were written as a resuitof the
complabtt number CA00889246.
Pharmacy SrvcslProceduies/PharmacisttRecords
CFR(s): 483.45(a)(b}(1H3)

§483.45 Phanna^ Services

F755 F755 I

SS°D !
F755

Corrective action for

residents/staff found to have

been affected by this
deficiency:

I

drugs and biologicals to its residents, or obtain
them under an agreement described in
§483.70<d). The fisdiity may permit unlicensed

parmtts. but only under the general supervtston of
a l^sed nuree.

§483.45(a) Procedures. A(aci% must provide

Resident 1 was assessed by RN
supervisor on 6/2/20, the same :
day of the observation finding.
No negative effect noted in
regards to deficient practice.

LVN 1 was given a 1:1 re
education/counseling by the
DON on 6/02/20 regarding the
risk of combining medications to

i

I, receiving,
iAM%i «MfVUlM«WlUI|f VI CUI VIU||€» CUlU

bidogicals) to meet tho needs each reshtent

§483.45(b) Service Consuitatioa Th8feGi%
must employ or djtain the services of a licensed
phennadstwho-

i
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F755 Continued From page 1
§483.45(b)(1) Provides consultation on all
aspects of fte provision of pharmacy sendees in
the facility. |
§4B3.45(b)(2) Establishes a system of records of
receipt and disposition of all controlled drugs in
sufficient detail to enable an accurate
reconciliation; and

§483.45(b)(3) Determines that drug records are in
order and that an account of all controlled drugs
Is maintained and periodically reconciled.
This REQUIREMENT is not met as evidenced
by.

! Based on observation, inten/lew, and record
review, the facility failed to crush medications
individually for resident medication administration
for one of two sampled residents (Resident 1).

This deficient practice had foe potential for
adverse dnig-to^ln^ interaction.

Rndings:

During an observation and interview with a
Transitional Care Nurse 1 (TCN1). on 6/2/20 at .
9:55 am., a Uoensed Vocational Nurse 1 (LVN 1) \
was observed with a pill crusher pouch in hand
urith a pink and a white powdery substance
Inside. LVN 1 stated that she crushed two
medications together. LVN 1 stated she did not
check If foe medications had a dnig-to^rug
interaction. TCN 1 stated that medications should
not be airshed together.

;

F755!

I

Corrective action for

residents/staff that may be

affected by this deficiency:

DON and DSD observed other

medication nurses on 6/2/2020.

There were no deficient practice

observed related to crushing of
medication during medication
administration.

I

I

I

t

I

Measures that will be

implemented to monitor the
continued effectiveness of the

corrective action taken to

ensure that this deficiency has
been corrected and will not

reoccur:

I

I

I

Licensed nurses were given re

education by the DON on
6/03/2020 and 7/15/2020 in

regards to policy and procedures
of medication administration.

Emphasizing on crushing of
medications that should not be

I

During a follow up interview on 7/10/20 at 2:46
p.m., LVN 1 stated foe two medications that she
crushed togefoerwere Coumadin (a medication
to treat and prevent blood clots- foe pink powder)

!
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F755 Continued From page 2 ;
and Latuda (a medication used to treat a mental
disorder characterized by delusions, '
hallucinations, dlsoi^anlzed speech and behavior, j
the white powder). LVN1 stated an In-eeivice
was provided to her regarding medication
admlnistrafion.

A review of Re^dent I’s Face Sheet (a record of
admission) Indicated the resident admitted to the
fecillty on 9^/14 with diagnoses that Included
dysphagia (difRculty or discomfort In swallowing),
schizophrenia (disorder that affects a person's
ability to think, feel, and behave clearly), and
chronic atrial fibrillation (condition in which the
upper two chambers of the heart beat quickly and
Irregularly).

A review of Resident I's Minimum Data Sat
(MDS, a standardized assessment and
care-screening tool), dated 6/12/20, Indicated the i
resident had modereta impairment In cognitive
skills. Resident 1 required total dependence (full
staff pe^rmanoB every time) from staff in
actMtiee In daily living (ADLs such as
transferring, dressing, eating, and toileting).

A review of Resident I's physician’s order for May
2020 indicated the resident had orders for the
foliowing medications:

a. Coumadin 3.6 milligram (mg, a unit of
measurement) by mouth (PO) daily (QD),
b. Latuda 40 mg PO twice a day (BID).

A review of the facility's policy and procedure
fitted, “Medicafion Administratton- (Seneral
Guktelines,” dated 10/2017, indicated the
following:

I
I

I

1

I

I

I

F755
combined and given all at once,

either orally (for example, added
in pudding or other similar food)

or via tube feeding.

Pharmacy nurse consultant will

validate compliance during her
scheduled visit by following and

observing at least 3 licensed

nurses quarterly during

medication pass.

DON and or DSD will randomly

validate compliance via
observation of licensed nurses

during daily rounds to include

medication pass.

Measures that will be put into
place to ensure that this

deficiency does not reoccur:

The above POC will be reviewed

in the QAA committee for 3

months and quarterly thereafter
and as needed. Administrator

and/or Designee will report
trends.

T/n|>!3

1
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F755 ConUnued From page 3

1. If it is safe to do 80, medication tableta may be
crushed or capsules emptied out when a resident
has difficulty swallowing.
2. Crushed medications should hot be combined
and given all at once, either orally (for examF^e,
added In pudding or other similar food) or via
feeding tube.
Resident Records - Identifiable Information
CFR(a): 483.20(l)(5), 483.70(l)(1)-(5)

§48320(0(5) Resident-Identifiable information.
(I) A facility may not release Information that Is
resident-Idantifiable to the public.
(II) The facility may release Information that is
resident-identifiable to an agent only In
accordance with a contract under which the agent
agrees not to use or disclose the information
except to the extent the facility Itself Is permitted
to do so.

§483.70(0 Medical records.
§483.70^(1) In accordance with accepted
professional standards and practices, the fadlity
must maintain medical records on each residant
thatare-

(0 Complete;
00 Accurately documented;
(III) Readily accessible; and
(hr) Systematically organized

§483.70(0(2) The facility must keep confidential
all Information contained in the resident's records,
regardless of the form or storage method of the
records, except when release Is-
(0 To the Individual, or their resident
representafive where pennitted by applicable law;
(10 Required by Law,
(in) For treatment, payment or health care

F755

F842
F842

F842SS=D

Corrective action for

residents/staff found to have

been affected by this
deficiency:

Resident 1 was assessed by RN
supervisor on 6/2/2020 and

6/5/2020. Nurse practitioner also
assessed the resident on

6/04/2020. Coumadin order was

corrected to properly reflect in
the resident’s electronic

medication administration

record.

Corrective action for

residents/staff that may be

affected by this deficiency:

Medical record designee and
DON reviewed residents with

I

I

1
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F842 Continued From page 4
opeiattons, as permitted by and In compliance
with 46 CFR 164.606;

F842 Coumadin order on 6/02/2020.

No other residents were affected

by the deficient practice.

Measures that will be

implemented to monitor the

continued effectiveness of the

corrective action taken to

ensure that this deflciency has
been corrected and will not

reoccur:

law enlbrcament purposes, organ donation
purposes, research purposes, or to coroners,
medical examiners, funeral directors, and to avert
a serious threat to healto or safety as permitted
by and In compliance with 45 CFR 164.612.

§483.70(0(3) The fecillty must safeguard medical
record information against loss, destruction, or
unauthorized use.

§483.70(i)(4) Medical records must be retained
fbr-

(Q The period of time required by State law; or
(ii) Rve years from the date of discharge when
there is no requirement in State law; or
(III) For a minor, 3 years after a resident reaches
legal age under State law.

§483.70(0(5) The medical record must contein-
(0 Sufficient Information to identiiy the resident
(li) A record of the residents assessments;
(Hi) The comprehensive plan of care and services
proirfded;

Licensed nurses were given re
education by the DON on
7/15/2020 and 7/17/2020 in the

following areas:

•  Proper transcription of
medication order in the

electronic record of the

resident to ensure that

physician order for
medication have a

corresponding medication
administration record

A  Emphasize to licensed

nurses about steps in
medication administration

and resident review evaluations and
detemtinations conducted by the State;
(V) Physician's, nurse's, and other licensed
professIonaTs progress notes; and
(vl) Laboratory, radiolt^ and other diagnostic
sen/lces reports as required under §483.60.
This REQUIREMENT is not met as evidenced
b

I
I

I

Iy;

B^d on interview and record reirfew, the facility
failed to ensure to document accurately on the
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protocol; i.e. PPS (Pour,

Pass and Sign). If no
medication administration

record was found.

Immediate corrections

need to be done.

New 3-way medication check

will be initiated during each

licensed nurses resident’s weekly
summary schedule. Audit tool
will be submitted to DON for

review and follow-up

F842 Continued From page 5
Medication Administration Record (MAR) for one
of two sampled residents (Resident 1). Resident
1 did not have documentation that Coumadin (a
medication used to prevent blood dots) was
administered. (Cross reference F766).

F842

I

I

IThis deficient practice had the potential for the
resident to not receive the medication accurately.

Findings;

A review of Resident I'e Face Sheet (a record of
admission) indicated the resident admitted to the
fodiity on 8^/14 with diagnoses that induded
dysphagia (difficulty or discomfort In swallowing),
schizoF^ienla (disorder that affects a parson's
ability to think, feel, and behave dearty), and
chronic atrial fibrillation (condition in whtoh the
upper two chambers of the heart beat quickly and
irregularly}.

A review of Resident Te Minimum Data Set
(MDS, a standardized assessment and
care-screening tool), dated 6/12/20, Indicated the
resident had moderate imfralrment in cognitive
skiDs. Resident 1 required total dependence (full
staff performance every time) from staff in
activities in dally living (AOLs sudt as
transferring, dressing, eating, and toileting).

A review of Resident 1's physician's order for May
2020 Indicated the resident had an order for
(^umadln 3.5 milligram (mg, a unit of
measurement) by mouth (PO) dally (QD).

Pharmacy murse consultant will

validate compliance during her

scheduled visit reviewing
medication orders against
medication administration

records.

Resident’s medication orders and

medication administration

records will be reviewed during
scheduled IDT care plan
conferences.

During an Interview on 7/14/20 at 12:56 p.m., the
Director of Nursing (DON) statol there Is no

I documentation Indicating that Coumadin was
I

FORM CM8•2S87(0^e9) PrevloM Vmlont Obiolats Event ID; 1BL311 FacSitylD: CAOTOOOOOBI IfcontlRuatlonslieetPaga 6 of 10





DEPARTMENT OF HEALTH AND HUMAN SERVICES
_CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DStOENCIES
AND PIAN OF CORRECTION

(XI) proviber«uppuera;ua
tOENTIRCATtON NUMBER:

PRINTED: 07/16/2020
FORM APPROVED

0MB NO. 0938-0381

(XS) DATE SURVEY
COMPLETED

(X2) MULTIPLE CONSTRUCTION

A BUILDINO

c
058845 B.VWNQ

07/15/2020
NAME OF PROVIDER OR SUPPLER

LEISURE GLEN POST ACUTE CARE CENTER

STREET ADDRESS. CITY. STATE ZIP CODE

330 MISSION ROAD

GLENDALE, CA 91205

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECnVEACnON SHOULD BE

CROSS-REFERENCED TO THEAPPHOPRIATE
DERCIENCY)

(X4)ID
PREFIX

SUMMARY STATEMENT OF DERCIENCS8
(EACH DEFWIENCY MUST BE PRECEDED BY FUU
REGULATORY OR LSC POamFYING INFORMATION)

ID
m

PRERX COMPLETION
TAG

TAG DATE

FB42 ContInuGcl From p^e 6
administered on Resident I's electronic MAR
(EMAR).

A review of the facilit/a policy and procedure
titled, "Documentation of Medication
Admintetration," dated 4/2007 Indicated a nurse
or Certified Medication Mde (where applicable)
Shall document all medications administered to
each resident on the resident's MAR.
Infection Prevention & Control

CFR(8): 483.80(a)(1)(2)(4)(e)(f)

§483.80 Infection Control
The fadllty must establish and maintain an
infection prevention and control program
designed to provide a safe, sanifery and
comfortable environment and to help prevent the
development and transmission of communicable
diseases and infections.

§483.80(a) Infection prevention and control
program.

The fecillty must establish an infection prevention
and control program (IPCP) that must include, at
a minimum, the follovring elements:

§483.80(a)(1) Asystem for preventing, identiiying,
reporting. Investigating, and controlling infrations
and communicable diseases for all residents,
staff, volunteers, visitors, and oth«- individuals
providing services under a contractual
arrangement based upon the fedl^ assessment
conducted according to §483.70(e) and following
accepted national standards;

I

§483.80(a)(2) Written standards, policies, and :
procedures for the program, which must Include, i
but are not limited to:

F842 Measures that will be put into

place to ensure that this

deficiency does not reoccur:

The above POC will be reviewed

in the QAA committee for 3

months and quarterly thereafter
and as needed. Administrator

and/or Designee will report
trends.

iIhItp
F880 F880
SS=D

F880

Corrective action for

residents/staff found to have

been affected by this
deficiency:

Resident 2 was not scheduled to

be showered on 6/2/20 7-3 shift

her shower was scheduled 3-11.

CNA 1 did not use the shower

chair for resident 2. No negative
effect noted in regards to the
alleged deficient practice.
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F880 Continued From page 7
(i) A system of surveillance deigned to Identlly
possible communicable diseases or
Infections before they can spread to other
persons in the f3ci%;
(ii) When and to whom possible incidents of
communicable disease or infections should be
reported;
(ill) Standard and tran8rnisslon*based precautions
to be followed to prevent spread of infectione;
(iv)Whsn and how isolation should bs used for a
resident; including but not limited to;
(A) The type and duration of the Isolation,
depending upon the Infectious agent or organism
Involved, and
(B) A requirement diet the isolation should be the
least restrictive possible for the resident under the
drcumstanoes.

(V) The circumstancee under whidi the fscillty
must prohibit employees writh a communicabis
disease or Infected skin lesions from direct
contact with residents or their food, if direct
contact will transmit the disease; and
(vi)The hand h^lene procedures to be foDowed
by staff involved in direct resident contact

§483.80(a)(4) Asystem for recording incidents
identifled under the fociliye IPCP and the
corrective actions taken by the totality.

§483.60(e) Unene.
Personnel must handle, store, process, and
transport linens so as to prevent the spread of
infection.

§483.80(0 Annual review.
The fecity will conduct an annual review of its
IPCP and update their program, as necessary.
This REQUIREMENT is not met as evidenced

F880 Corrective action for

residents/staff that may be

affected by this deficiency:

I

DSD conducted a random

observation of certified nurse

assistants during care on
6/02/2020 and 6/03/2020 in

regards cleaning and disinfection
residents care items. There were

no deficient practices noted.

t

;

I

I

Measures that will be

implemented to monitor the
continued effectiveness of the

corrective action taken to

ensure that this deficiency has
been corrected and wUl not

reoccur:

I

i

DSD and/or IP provided an in-
service education to certified

nurse assistants on 6/03/20 and

6/04/2020. In regards to policy

and procedures of

cleaning/disinfecting resident’s

care items and equipment.

Durable medical equipment will

!

I

Iby;
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F880 Continued From page 8
Based on observation, interview, and record
review, the feclIHy failed to disinfect a shower
chair (stationary or mobile seat with or without
upper body or head eupport used to support a
client who is unable to stand or elt Independently !
in the shower or tub) before use for one of five
sampled residents (Resident 2). A Certified
Nursing Assistant 1 (CNA1) did not dean a
shower chair before using It with Resident 2.

This deficient practice had the potential for the !
spread of Infecton.

Findings: j
A review of Resident's Face Sheet (a record of |
admission) indicated the resident admitted to the i
fodlity initialiy on 10/30/16 and re-admItted on i
3/8/17 with diagnoses that Induded 2019-nCoV |
(COVID«19, an acute respiratory disease) and i
age related physical dedlity (ph^cal weakness).

A revfew of Resident 2’s Minimum Data Set
(MDS, a standardized assessment and
care-screening tool), dated 4/4/20^, indicated
the resident had severe impairment in cognitive
skills. Resident 2 required extensive assistance
(resident Involved In ectivity, staff provided
we^ht-bearing support) from staff for transfemng,
dressing, and toileting.

I

I

j

I

F880

be cleaned and disinfected before

reuse by other resident.

DSD and/or IP will validate

compliance during daily rounds.

Findings will be corrected

immediately and report will be
communicated to the DON for

follow-up.

Measures that will be put into
place to ensure that this

deflciency does not reoccur:

The above POC will be reviewed

in the QAA committee for 3

months and quarterly thereafter
and as needed. Administrator

and/or Designee will report
trends.

ijnko,

During an observation and interview with a
Transitional Care Nurse 1 (TCN 1), on 6/2/20 at
10:05 a.m., a CNA 1 wheeled out a reusable chair
shower out of Room 102 and took it into Resident
2's room. CNA 1 did not dean the shower (Aalr
before using/laklng it Into Resident 2'e room. TCN
1 stated that the shower chair needs to be
deaned before and after use with each resident

I
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i miSf fecOiys policy and procedurettled, •Cleaning and Disinfection of
Equipment," dated

J7 2WA, indicated reusable Items are cleaned and
disinfiecled or sterilized between residents (for
example, stethoscopes and durable medical
« “if medical equipment PME)
murt be cleaned and disinfected before reuse byanother resident oreuseoy

I

I

i

I

I

I

I
1
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